This paper estimates the impact of the New Cooperative Medical Scheme (NCMS) on household savings across income quartiles in rural China. We use data from the China Health and Nutrition Survey for the 2006 wave and we run an ordinary least squares regression. We control for the endogeneity of NCMS participation by using an instrumental variable strategy. We find evidence that NCMS has a negative impact on savings of middle-income participants, while it does not affect the poorest households. The negative effect of NCMS on savings of middle-income participants holds when we use propensity score matching estimations as a robustness check. (2008) pointed out that low-income households had a lower level of coverage compared to richer households and tended to avoid seeking medical care. The rising inequality in access to healthcare between urban and rural residents as well as between income groups led Chinese policy makers to examine this issue. Indeed access to healthcare is a key issue for economic development. Promoting health might decrease the poverty impact of medical expenses and create a virtuous circle by improving the population's health and enabling the poorest households to lift themselves out of poverty (Liu, Rao and Hsiao, 2003) . This is why, from 1997 on, Chinese policy makers started various pilot programs. The year 2003 marked a turning point in healthcare reforms with the launch of the New Cooperative Medical Scheme (NCMS), which intended to cover rural residents. The first goal of the scheme was to facilitate the access to healthcare by relieving rural households of the burden of health expenditures. By this means, the government also intended to incentivise Chinese consumption and reduce high household precautionary savings that can be attributed to lower social safety nets according to Kraay (2000) . Cheung and Padieu (2013) investigate whether health insurance participation decreases the household saving rate and encourages consumption in rural China. They find that on average NCMS reduces the saving rate of rural households. The negative effect of health insurance on savings may, however, vary across income groups. A series of studies on Medicaid 4 demonstrates that this health insurance has a negative effect on the savings of eligible households (Hubbard, Skinner and Zeldes, 1995; Gruber and Yelowitz, 1999) . Maynard and Qiu (2009) explore deeper the relation between Medicaid and savings and analyze it by income groups. They bring out that Medicaid reduces the saving rate of middleincome recipients but does not affect the saving rate of participants from other income groups. Similarly, we investigate whether NCMS negatively affects the savings of participants from all income groups or from particular groups only. This article extends the scope of research on NCMS beyond health outcomes and contributes to the research on the effect of health insurance on precautionary savings in China. Former studies focus on macroeconomic aggregates due to a lack of data combining information on NCMS participation and household savings at a microeconomic level. We exploit the extensive data of the China Health and Nutrition Survey and construct household consumption expenses and savings.
2
In the nineties, China experienced an average growth of GDP of 10%. The poverty headcount ratio 3 dropped from 84% of the population in 1990 to 64% in 1999. Life expectancy at birth increased from 69,4 years in 1990 to 71 years in 1999 (World Bank). During this decade, the Chinese government expanded health insurance coverage and launched the Urban Employee Basic Medical Insurance. However, access to healthcare remained difficult for rural and poorer households. In 2003, 22% of rural residents declared not seeking healthcare because they could not afford it compared to 15% of urban residents (Liu, Rao, Wu and Gakidou, 2008) . Liu et al. (2008) pointed out that low-income households had a lower level of coverage compared to richer households and tended to avoid seeking medical care. The rising inequality in access to healthcare between urban and rural residents as well as between income groups led Chinese policy makers to examine this issue. Indeed access to healthcare is a key issue for economic development. Promoting health might decrease the poverty impact of medical expenses and create a virtuous circle by improving the population's health and enabling the poorest households to lift themselves out of poverty (Liu, Rao and Hsiao, 2003) . This is why, from 1997 on, Chinese policy makers started various pilot programs. The year 2003 marked a turning point in healthcare reforms with the launch of the New Cooperative Medical Scheme (NCMS), which intended to cover rural residents. The first goal of the scheme was to facilitate the access to healthcare by relieving rural households of the burden of health expenditures. By this means, the government also intended to incentivise Chinese consumption and reduce high household precautionary savings that can be attributed to lower social safety nets according to Kraay (2000) . Cheung and Padieu (2013) investigate whether health insurance participation decreases the household saving rate and encourages consumption in rural China. They find that on average NCMS reduces the saving rate of rural households. The negative effect of health insurance on savings may, however, vary across income groups. A series of studies on Medicaid 4 demonstrates that this health insurance has a negative effect on the savings of eligible households (Hubbard, Skinner and Zeldes, 1995; Gruber and Yelowitz, 1999) . Maynard and Qiu (2009) explore deeper the relation between Medicaid and savings and analyze it by income groups. They bring out that Medicaid reduces the saving rate of middleincome recipients but does not affect the saving rate of participants from other income groups. Similarly, we investigate whether NCMS negatively affects the savings of participants from all income groups or from particular groups only. This article extends the scope of research on NCMS beyond health outcomes and contributes to the research on the effect of health insurance on precautionary savings in China. Former studies focus on macroeconomic aggregates due to a lack of data combining information on NCMS participation and household savings at a microeconomic level. We exploit the extensive data of the China Health and Nutrition Survey and construct household consumption expenses and savings.
In this paper, we study the heterogeneity of the impact of NCMS on household savings across income groups in rural China. We run an ordinary least-squares regression (OLS) to control for a set of socioeconomic, demographic and geographical determinants of savings.
3
We also control for potential adverse selection with an instrumental variable regression (IV) as NCMS participation is voluntary. We find evidence of a negative impact of NCMS on household savings for the lower-middle-income group in both OLS and IV regressions. These results are robust to propensity score matching estimations (PSM).
The paper is organised as follows: section 1 gives a brief presentation of the introduction of NCMS; section 2 describes the data; section 3 covers the empirical strategy and presents the results; section 4 tests the robustness of our results using propensity score matching methods; and section 5 discusses the results and concludes.
I. Introduction of the New Cooperative Medical Scheme
The dismantling of the People's Communes associated with China's move towards a social market economy led to the collapse of the traditional healthcare system (Liu, 2004) . The central government encouraged the autonomy of public hospitals and allowed the number of private practitioners and private clinics to grow in order to address the lack of medical institutions and professionals. Medical expenses of rural citizens skyrocketed. From 1980 to 1988, the share of health expenses paid by Chinese households increased from 16% to 38%, up to 61% in 2001 (Zhang and Kanbur, 2003) . The increase in health expenditures had two major consequences. First Chinese households tended to save more in order to cover themselves from potential catastrophic health expenditures (Chamon and Prasad, 2008) . Second the number of rural households living below the poverty line rose by 44.3% between 1993 and 1998. (Liu, Rao, and Hsiao, 2003) . Providing health insurance is essential to fight poverty. As a consequence, the government decided to launch a new health insurance program to improve access to healthcare in rural areas but also to lower household precautionary savings.
The NCMS was inaugurated in 2003 and was designed to cover the whole country by 2010. The central government decided to assist local governments in poor regions, namely the central and western regions. They did not participate in the funding of the richer eastern regions. The NCMS was initiated in 162 out of more than 2400 counties in the first year, and expanded to 333 counties by 2004. The NCMS is a voluntary scheme and primarily aims at covering catastrophic expenditures. In 2003, the central and local governments both contributed 10 yuan per person annually, while households paid 10 yuan to participate. In 2008, these amounts increased to 40 yuan and 20 yuan respectively5 (Dong, 2009) . These contributions fund an individual account as well as a pooling account meant to partially cover the cost of hospitalization and outpatient expenses for severe diseases. The scheme is organized at the county level: each county is free to implement the scheme at its discretion. Local governments decide reimbursement ratios, deductible ceilings and provider payment methods. As a result, the organization of the program, its impact on health expenditures, and vulnerability to health shocks vary across counties. However, we have to keep in mind that the main goal of NCMS is to cover households from catastrophic expenditures and to relieve their financial burden of healthcare consumption, whatever the features of the program. This is why, despite this heterogeneity, we evaluate the overall effect of NCMS on household savings across income quartile.
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II. Data and descriptive statistics
Variables
We use data from the China Health and Nutrition Survey (CHNS). The CHNS is jointly conducted by the Carolina Population Centre at the University of North Carolina at Chapel Hill and the National Institute of Nutrition and Food Safety at the Chinese Centre for Disease Control and Prevention in Beijing. This survey was designed using a multistage random cluster process and covers nine provinces from 1989 to 2009. The CHNS provides information on socioeconomic and demographic characteristics at the community, household and individual levels. Focusing on health and nutrition outcomes as well as individual and household expenses, the overall survey collects information on approximately 4,400 rural and urban households (or some 19,900 individuals) for 8 waves.
In this paper, we use one round of the CHNS: the 2006 wave, i.e. three years after the implementation of the NCMS. The sample includes only counties where NCMS was introduced. We focus on households living in rural China, who answered to questions on both expenses and health sections, which reduces our sample to 1312 households. In 2006, 71.1% of these households (933) decided to join NCMS (see Table A2 in appendix).
The key dependent variable is the total amount of household savings. It is constructed as the difference between household total net income and total consumption expenses on durables and non-durables. Household total net income is the sum of wages, net revenues from production and entrepreneurship, net subsidies, cash received as gifts as well as income from rent and non-household members. This last source of income includes remittances. The CHNS provides a detailed section on household consumption, which gathers spending on high tech items, electrical appliances, healthcare, wedding, dowry, as well as gifts or cash offered to non-household family members. However, we do not have any information on food consumption expenses. The contribution of the paper lies in the construction of this missing information. We build food consumption expenditures based on the quantities of products consumed and their germane prices which are given by the CHNS. We add this category of expenditures to the other disaggregated ones available in the survey to obtain total consumption expenses. The construction and measurement of all consumption expenses are detailed in Appendix A.
Another key variable is the household enrolment in NCMS. We use several health, demographic, and socioeconomic variables in order to control for household characteristics. Health variables include: a dummy variable referring to the presence of at least one ill member in the household in the last four weeks preceding the interview, the percentage of ill members in the household in the last four weeks preceding the interview, the availability of medication at the nearest health care institution, the travel time by bike to reach a health care institution, as well as the enrolment in the former health insurance system, the Cooperative Medical Insurance, in 2000. Demographic and socioeconomic variables consist of: household size, age, gender and education of the head of household, whether one of the household members is a farmer, the number of households living in the community and income quartiles. We also create a dummy referring to whether the household lives in one of the five richest provinces of our sample (Liaoning, Shandong, Jiangsu, Hunan, and Hubei). 
Baseline descriptive statistics of the sample
In 2006, 64% of the households of our sample were exposed to NCMS. 73% (331 households) of poorest household decided to join NCMS (see Table A1 in appendix). The participation rates were 72% for the second income quartile, 73% for the third quartile and 66% for the fourth quartile.
Tables B, C, D and E in the appendix report descriptive statistics of the dependent and independent variables. On average, participating and non-participating households are of the same size and have the same access to medication. As the scheme is meant to target farmers, not surprisingly, households with at least one farmer are more inclined to enrol. Households, who used to join the old Cooperative Medical Scheme in 2000, are more likely to participate. Non-enrolled households tend to have an older and non-working head. On average, households whose head is a woman also tend to participate less in the scheme, except for the second income quartile. Globally, participants live in richer provinces and have heads that hold a higher or professional degree, except for the richest households. Participants also have easier access to medical infrastructures as the travel time by bike to reach the nearest healthcare institution is on average lower. It is worth to point out that poorer householdsfrom the first and second quartiles-tend to participate in the scheme when they do not have ill members in the family, while richer households -from the third and fourth quartiles-enrol regardless.
Descriptive statistics show that participants of the second, third and fourth quartiles save less than non-participants, while participants from the first quartile save more. In 2006, households from the first and second quartiles overspent on average, while households from the third and fourth quartiles did not. On average, participants of the first quartile spent the same amount as non-participants, but their net income was 15% higher. As a consequence, they had a smaller depletion in savings, -4992 and -4361, respectively. Lower-middle-income participants spent on average 25% more than non-participants from the same quartile, 15380 yuan versus 11610 yuan. They earned less on average and thus saved less than nonparticipants, -3986 yuan and -59 yuan. The same observation holds for upper-middle income households: participants from this income quartile saved less. At last, among the richest households, we observe that non-participants earned more on average (+7%), spent much more (+23%), and saved less (-4.5%) compared to participants from the same income group.
III. Empirical strategy and issues
Empirical model
We use the following standard linear regression to estimate the impact of NCMS on household savings by income quartile:
ܻ , is the total amount of savings of household h from quartile i (i takes values from 1 to 4). ܺ , is a set of control variables at the household and community levels for quartile i, ߙ ଵ, , the constant, and ߝ , , the error term which controls for unobservables affecting the outcome of interest. ‫ܵܯܥܰ‬ , denotes the participation of the observed household in the scheme 6 . ܺ , refers to demographic and socioeconomic variables for a specific quartile: household income, gender and age and age of square of the head of household, whether the household size is greater than the average of the sample, whether the latter has completed at least uppermiddle school or a professional degree, whether the head of household works, and also whether one member of the household is a farmer. We also add provincial dummies in the regression and omit the richest province of our sample as the baseline group.
One major concern with eq.1 is the endogenous participation in NCMS. As enrolment to NCMS is voluntary, participating households may have specific characteristics that could bias the estimates. As shown by Wagstaff et al. in 2007 , enrolment is higher among households with chronically sick members. These households may have specific saving behaviours. If we do not control for the potential adverse selection problem, it could bias the estimates and subsequently distort the magnitude of the impact of NCMS on savings and consumption expenditures.
In order to control for the endogeneity of participation in the scheme, we adopt an instrumental variable strategy using the same set of control variables as in eq. (1). We first predict NCMS participation, ‫ܵܯܥܰ‬ ,ప , according to the instrument, and then include it in eq.
(1). We instrument the enrolment to NCMS with the percentage of enrolled households in the community, excluding the observed household. We assume that, the higher the coverage in the community, the more credible and attractive the insurance is to households. This community-level variable is correlated with household participation in NCMS but does not affect household consumption and savings. The instrument is a good predictor of NCMS participation: the correlation between enrolment in NCMS and the instrument is positive with a first-stage t-statistic on the instrument equal to 10.93 for the first quartile, 11.86 for the second quartile, 14.19 for the third quartile, and 14.13 for the last quartile. Tables 1 and 2 . OLS regressions show that lower-middle-income participants deplete their savings significantly and symmetrically increase their consumption expenses compared to non-participants households. The IV regressions confirm this result with a magnitude of impact coefficient that is one tenth higher than the OLS coefficient and lower than the average income of this quartile. According to OLS estimations, NCMS participants tend to decrease their savings by 8,872 yuan, while the IV estimations show a reduction of their savings of 10,107 yuan.
Results
The results for OLS and IV regressions are reported in
When we instrument household participation in NCMS, we observe that upper-middleincome participants tend to increase their total consumption expenses and reduce their savings compared to non-participant households from the same quartile. The magnitude of IV coefficient is high for the third quartile. The coefficient is fifty percent greater than the average of household income from this quartile. This difference suggests a decrease in savings fuelled by a reduction of household patrimony.
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In a nutshell, the OLS results confirm the trend observed in the descriptive statistics: lower-middle-income participants save less than non-participants. This result holds with IV estimations. Moreover, IV estimations show that upper-middle-income participants decrease their savings as suggested in the descriptive statistics. We do not, however, find any negative impact of NCMS on household savings for the fourth quartile as it was suggested by the descriptive statistics. We provide detailed tables of OLS and IV regressions in the appendix (see Tables F-M) . We observe that results are robust when we progressively control for demographic and socioeconomic variables (Regressions 2 and 3) and then for provincial dummies (Regression 4).
Robustness checks
As household income is reported for one year, it might not reflect the true wealth status of the household. Indeed, some households considered as poor in 2006 may have suffered from a transitory decrease of their income during this year. The same logic applies for the To avoid any bias due to the definition of income quartiles, we check the reliability of the NCMS impact by changing our definition of poorest and richest households. We exclude from the first quartile all households with a head who completed an upper-middle school, vocational or college degree. We remove from the fourth quartile all households with a head without education or which did not go further than the lower-middle school.
We run OLS and IV regressions for these new categories of households. We use the same set of independent variables and add education dummies. For the new category of the poorest, we control for three education variables: households with a head that completed lower middle school, households with a head that completed primary school, and households, the head of which has no education. For the new category of the richest, we control for three dummies: households with a head that has a university or college diploma, households with a head that has technical degree and household with a head that completed upper-middle school. For both new categories, the results remain consistent with the previous impacts as NCMS participants from the first and fourth quartiles do not significantly change their saving behaviours (see Appendix, Tables N and O for the impact coefficient of NCMS on savings). Moreover, in order to ensure that our results can be attributed to NCMS and not to other cross public programs, we also run the OLS and IV regressions on a sample excluding the households who benefit from other types of insurance such as: the Free Medical Insurance, Health Insurance for Women and Children, and the Immunisation Program for Children. These insurances provide either free healthcare or benefits that may affect household consumption and savings. Tables P to S in the appendix report the estimated coefficients. The signs and significance remain unchanged for both definitions of quartiles. The magnitude of the OLS and IV significant coefficients are close to the initial results.
IV. Using another estimation framework: Propensity Score Matching
Propensity Score Matching In order to check whether our findings with OLS and IV are robust, we control for the endogenous take-up of NCMS using propensity score matching (PSM). PSM enables empirical ex-post policy evaluation by creating a counterfactual and addressing the household adverse selection problem. Treated individuals covered by NCMS and nontreated individuals might have personal characteristics that both affect the decision to participate in NCMS and the outcome of interest in our project: household savings. PSM balances the observable characteristics of individuals of both groups and matches them according to their probability to enrol. We thus assume that there is no difference between both groups in terms of unobservables (Rosenbaum and Rubin, 1983) . To compare levels of consumption and saving between participants and non-participants, we first predict the probability of participation in the scheme using a probit regression: ‫ܵܯܥܰ‬ , is the household participation in NCMS for each quartile of income i, i takes the values 1, 2, 3 and 4; ߙ ଶ, , is a set of controls, and ߮ , is the error term. The set of controls includes the same demographic, socioeconomic, and geographic variables than in OLS and IV estimations. However, as we are predicting the probability of participation in NCMS, we also add controls for health characteristics and healthcare supply such as: the maximum average waiting time in healthcare institutions of the community, the presence of at least one ill member in the household during the past four weeks, and the enrolment to the old Cooperative Medical Scheme Insurance in 2000, Using the propensity score function obtained from the probit, we measure the average treatment effect of the treated (ATT) for the 2006 wave:
ܻ ଶ ௧௧௦ and ܻ ଶ ି௧௧௦ refer to the amount of savings and total consumption expenditures in 2006 for participants and non-participants, respectively. The term "Z" refers to observable variables controlled in the probit. The Stata command "psmatch2" developed by Leuven and Sianesi (2010) is used to pair off households according to the set of causal variables, "Z". We use three matching methods: one-to-one, k-nearest neighbours and kernel matching with bootstrap replications to get adjusted standard errors. We only match participant and non-participant households who belong to the common support. Table 3 7 . We observe a great disparity in the determinants of NCMS take-up across the different income groups. Only one independent variable seems to influence the participation in the scheme for almost all income quartiles: households with at least one farmer are more likely to enrol.
Results
Results of the probit regression for each quartile are reported in
Regarding health variables, having at least one sick member in the household has a positive significant impact on the participation decision of the richest households, but not of the poorest. A longer average waiting time at the nearest institution disincentives the participation of the richest households.
Finally, regarding demographic data, the age of the head of household is a determinant for NCMS take-up for the fourth quartile: the older the head of household, the less likely he is to enrol his family. For the second quartile, a woman is more likely to enrol her family when she is the head of household. Middle-income households whose head completed at least upper-middle school or professional degree are more likely to participate in NCMS. Richer households with a non-working head tend to participate less. halshs-00848061, version 1 -25 Jul 2013 Table 4 reports estimates of average treatment effect of the treated (ATT) at the household level, using the following three matching methods: one-to-one with narrowing calliper equal to 0.5, 0.01 and 0.005, k-nearest neighbour with 7, 5 and 2 neighbours and kernel without calliper and narrowing calliper equal to 0.5 and 0.01. The use of different methods and narrowing callipers allows us to check the robustness of our results.
We find a statistically significant impact of NCMS take-up on household consumption and savings for the lower-middle-income group, which confirms our findings with the OLS and IV estimations. Participating households deplete their savings by 7050 yuan on average 8 compared to non-participant households. PSM estimates like the IV estimates suggest that there might be a negative impact of NCMS on the savings of upper-middle income household as well. We find a significant negative impact for half of the estimates, the other half remain non-significant. We do not find any significant impact of NCMS for the poorest and the richest households.
Robustness checks PSM assigns to each control observation a weight that indicates the frequency of matching. We want to make sure that our results are not biased by a frequent use of one nonparticipant household as a matched control. We follow the first step of correction suggested by Huber, Lechner and Wunsch (2009) and we "set all weights to zero if the share of the sum of all weights is larger than t%". In this paper, we use a threshold of 4% which is the lowest threshold proposed by Huber et al. (2009) . As all the controls are selected for the matching process -and not only the closest controls-in the kernel matching method, we implement this rule for the first two matching methods only, one-to-one and k-nearest neighbours. When we remove all observations satisfying the rule, the significance of the impacts is still consistent with the previous results 9 .
Similarly to the OLS and IV estimations, we test our results with second definition of poorest and richest households. We exclude from the first quartile all households with a head who completed an upper-middle school, vocational or college degree. We remove from the fourth quartile all households with a head without education or which did not go further than the lower-middle school. The impact of NCMS on savings remains insignificant for these two groups of individuals (see Table T in appendix) .
Finally, the results hold when we exclude households having other insurances (see Table  U in appendix). 
V. Discussion
This paper estimates the impact of the New Cooperative Medical Scheme on household savings by income quartile in rural China. We use the China Health and Nutrition Survey for the 2006 wave and run three different types of regressions. First, we implement an ordinary least squares regression to control for a set of socioeconomic, demographic and geographical variables. Second, we use an instrumental variable strategy to deal with the endogeneity of NCMS participation. Finally, we check the robustness of the former results with a propensity score matching using enrolled households as the treatment group and non-enrolled households as the control group. The three estimation strategies show that lower-middle-income participants save less than non-participants, while households from other quartiles are not affected by the scheme. Moreover, we observe a negative impact of NCMS participation on savings for upper-middle-income households with IV estimations, which is partly confirmed by PSM. We discuss the impact of NCMS by income quartile using PSM results which corroborate OLS and IV estimations.
Only lower-middle-income households are significantly affected by the scheme. After enrolling NCMS, households from the second quartile are less likely to save. This result is confirmed by the OLS, IV and PSM estimations with coefficients varying from -7000 yuan to -9800 yuan a year. This finding is encouraging as it shows that NCMS decreases the income risk of lower-middle-income participants and allows them to lower their precautionary savings and increase their consumption. PSM and IV estimates also suggest that NCMS might have a negative impact on the savings of upper-middle-income household. However, the poorest households do not significantly change their consumption and savings behaviours, suggesting that NCMS does not reduce their income risk enough to make them consume more and save less.
Richer enrolled households are not affected by the scheme. This result could be explained by the fact that these households can afford healthcare even without participating in NCMS. Some of these richer households have alternative health insurances: 35% of these households have another insurance indicating that they are already covered against health risk. These insurances allow households to consume healthcare even if they do not participate in NCMS, reducing the impact of NCMS on participants' savings.
To conclude, NCMS does have an impact on lower-middle-income participants. The healthcare scheme reduces their income risk of participants and enables them to access more consumer goods. The savings of the poorest households are not affected by the scheme, perhaps implying that they are trapped in poverty. Further research could be done to understand the mechanisms at work in this poverty trap in order to improve the situation of the poorest households. The findings of this paper demonstrate the relevance of the implementation of specific schemes, which target the needs of the poorest households, such as the Medical Financial Assistance 10 .
Despite the robustness of our results, we are vigilant about the generalization of the impact of NCMS on household savings for three reasons. First, we assess the impact of NCMS on household savings by comparing voluntary participants to non-participants. We exclude counties where NCMS was not introduced because of the possible endogeneity of NCMS implementation. We are concerned that NCMS might have been first introduced in richer counties with better health infrastructures. Second, we evaluate a short-term impact as our study takes place three years after the introduction of NCMS. Third, we are cautious of the inference of the magnitude of the impact of NCMS on household saving behaviours. The magnitude of the impact might vary with different designs of the scheme. We control for this heterogeneity by using geographical variables, though some uncontrolled variation might remain. One extension of the paper would be to focus on the credibility of NCMS. In a previous paper, we show that the impact of NCMS on household savings is not immediate: it takes two years to modify the saving behaviours of the households and the magnitude of the impact decreases over time. Unfortunately, we do not have enough observations to replicate this work by income quartile. We obtain total consumption expenditures by summing spending on food consumption, electrical appliances, high tech items, healthcare, wedding, dowry and gifts or cash offered to non-household family members.
We compute food consumption expenditures by combining data from the Nutrition and the Community Surveys. The Nutrition Survey lists the food items and quantities consumed by each individual or each household during three days. Consumed quantities of food are declared both by the individual and the surveyor. This latter carries out an inventory of all food items to be found in the household; s/he weights them every morning and every evening. Quantities of food consumed away, however, are declared by the individual only. The Community Survey gives prices of an exhaustive list of food items per community for each wave. The food items are gathered in ten categories: food grains, cooking oil, vegetables and fruits, meat and poultry, fresh milk, preserved milk, fish, bean curd, fuel (which we do not include), and a last category entitled "other products" which includes cigarettes, alcohol and drinks. These prices are declared by the head of the community or by the germane storekeeper. We have free market and supermarket prices and we also know where the residents of a community go most often to buy a product (free market or supermarket). We cross the price and quantity of each food item consumed to get food consumption expenditures for three days. We work out the daily average food consumption expenditures that we multiply by 365 to obtain food consumption expenditures for the year.
The "high tech items" category includes fives goods: computer, phone, mobile phone, DVD/VCD player and satellite dish. The expenses for each of these products are calculated with the following information: number of owned items, estimated value of all these items, number of items purchased in the last 12 months. We generate the price of one unit of item by dividing the estimated value of the stock by the number of owned items. We allocate this price to the items purchased in the year.
Health expenditures are obtained by adding up all the expenses declared by the individual in the four weeks preceding the interview. These expenses gather all the costs related to a treatment for a disease or an injury that occurred in the last 4 weeks, no matter the medical procedure (consultation, hospitalization), nor the type of institution visited (health clinic, hospital, family planning). All the charges are included in the computation of healthcare expenditures and reimbursements of health insurance are already deduced from these charges.
All other expenditures are declared by the individual for the year. 
